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THE DIVISION OF HEALTH OF MISS5OURI

- ' 3
FILED JUL 11 1957 STANDARD CERTIFICATE OF DEATH 7.0.23000
BIRTH NO. REG. DIST. MO. 3 IB PRIMARY REG. DIST. WO. JONOQ Registrors No.,....ﬁﬂ?ﬁm_.
1. PLACE OF DEATH 2. USUAL RESIDENCE (Whare decossed fived. 1 iastitutlon: pesidence befors
- a, COUNTY — _.a. STATE /W . . b. COUNTY adininalon).
/SR -~
b. CITY Ut outeld te limits, write RURAL and giv c. LENGTH OF ¢. CITY .
QR ot estan st i, < o | STAT e osre]| SO “ b e n
10U ST; Aoeess : TowN S Loers WHETRE
. d. FHééPF’IMi‘_EOOF .(ypt huzi‘:.; ;’ i & -. lll'-ul. .da}- or locatlbn) . REEESTS (11 rural, give loestion)
895 INSTITUTION IRy ,-rd/ 9 i S/ -]
2 8
Dr‘EACNE‘ES%FD C(l‘ irst) . (Mlddle) ¢. {Last) 4. DATE {Month) (Dsy) (Year)
{ Type or Print) ARo/ A< un 1ok CY peATH N pwa 29 2957
5. SEX 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, {/] 8. DATE OF BIRTH{ 9. AGE (Io yakla| IF UNGER | ¥EAR | & UiodR 10 WES,
lo A . WIDOWED, DIVORCED tsmuy) .| last birnthday) |[Moniba] Days | Hours | Min.
EFEMAIE ITE E §§ _&?mv . l
10a. USUAL OCCUPATION (Give kind of w k 10b. KIND OF BUSINESS OR IN- RTHPLACE " . - 3
done during most of working Lifs, sven if rotir.dw) {City und State or Foriga Cowntry) CJIZ CHHZEP;I(TOF WHAT
NowE Nogx Ao wsrS, Afrssoters A
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN_NAME 14. NAME OF HMUSBAND’OR WiFE
,é}i[ Aﬁ'f’é 77.4 @oﬁé‘g . AR TAUAE
15. WAS DECEASED EVER tN U, S. ARMED FORCES? | 16. 1AL SECURITY | I7. INFORMANT'S SIGNATURE OR NAME ADPRES
(Yea, 8, or ynknown) | (17 yes, give war or detes of servies) NQ. . 5 T J ]
Ps) Ao NE -
18. CAUSE OF DEATH MEDICAL = TION INTERVAL BETWEEN
 Enter only opscaumper | 1. DISEASE OR CONDITION = y OHSET AND DEATH
line for (a), {b), and {6} DIRECTLY LEADING TO DEATH ()
y . . . .
*Thir doer nol mean ANTECEDENT CAUSL. -
the mode of dying, such | Morbid conditions, if any, giring DUE TO (B}
os heart fotlure, asthenta, | rize {o the cbove cause (a) stating
etc. It means the dis- 'ﬂu underlying conde last. . ) ..
rase, injury, or compli "DUE TO (g}
tion which caused death. | 11. OTHER SIGNIFICANT CONDITIONS . -
: Conditions contributing to the dealh but nol -
related to the disease or condition cousing death. .
19a. DATE OF OP'FE)AINE 195, MAJOR FINDINGS OF OPERAT) TOPSY?
— T y
] a;/m + fos [0 O
21a. ACCIDENT (Bpecily) 21b. PLACE OF INURY te.giforabout | 21t. (CITY, TOWN, OR T NSHIP) (counw) (STATE)
SUICIDE - ho-o tarm. Inwrv atraet, office bldg..et0.)
HOMICIDE:. ~ * * . :
2id. TIME (Mogth) (Day) (Year) (Hour) Zle. INJURY OCCURRED 211. HOW DID INJURY OCCUR?
: WHILEAT] ] NOT WHILE
INJURY - . = | woRrK AT WORK
22. ] hereby cerlify that I atlended the deceased from 19_.1:2 lo , 19,57, that I last saw the deceased
alive on 1957, and that death oceifrred at lg_.._£ m., from the couses and on the date stated above.
2. 516 . K.Th%;bon b o )f b ADDRESS Z%. DATE SIGNED
: A ~MD ! - | &S2g/ 57
@B‘URML &REMA- 24b. DATE F CEMEI‘ERYg; CREMATORY ru. (Gity, town, % — &y
Bbeddiy) _ .
- / ffé-7 R . ; i D
DATE REC'D BY LOCAL RE 'S SIGNATURE - v 25 FPHERAL DI RECTOR’ 1GHATURE ADORES
a1 57 Sosricckb 3515 So Shceel

(Licersed Embalmer’s Statement Reverse Side)
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STATEMENT BY LICENSED EMBALMER

i

I hereby certify that the body whose name is recorded on the reverse side of this certificate was emb

DY MIE, OF DY oottt ireiiei i eiicteiieeraree s sra e taaas femanaen R Stu.dexit Embalmer No...........

working under my personal aupf-r_‘\qri_siop;*. LY

Student......cceveiniiinecaciraereacirienaaaas PPN
de Signsture of Student Embalmer .

Licensed Embalmer o%/
- P. O. _Addrk?. . % ... ; .. - j .. ["‘ .... (. Ee
.t --Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (F:
to comply with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.:
74 this body is not embalmed, fact should be so s_t‘ated_ above. - '
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